Background
==========

In 2003, the Department of Health and Human Services reported that there are between two to three million people in the United States who experience homelessness each year \[[@B1]\]. According to Gelberg and Arangua \[[@B2]\], such estimates provide only a partial picture of the problem: among the U.S. population, 14% (26 million people) have been homeless at some time in their lives and 5% (8.5 million people) have been homeless within the past five years. Yet even as this number grows, the homeless continue to be subjected to broad stereotyping and stigmatization, both of which make it easier to ignore them. It is not surprising then that homeless persons are reluctant to obtain needed, continuous medical care within traditional outpatient settings. This is particularly problematic because they often have competing or immediate needs \[[@B3],[@B4]\], multiple health problems \[[@B5],[@B6]\], and increased morbidity and mortality \[[@B7],[@B8]\].

The disinclination of the homeless to seek care may be due in part to the way in which many health-care workers respond to them. A less investigated but possibly equally important circumstance is the attitudes that health-care professionals have toward the homeless. As members of the larger society, these professionals often harbor the same preconceived ideas and biases toward the homeless that the rest of society does. Such judgmental attitudes can, and often do, emerge during the provider-patient encounter, thus limiting the effectiveness of medical treatment of the homeless \[[@B9]\].

As a countermeasure to prevailing negative attitudes and widespread stigmatization toward marginalized persons, recent medical literature has drawn on a well-known practice in the social sciences \[[@B10],[@B11]\] and has begun calling for greater emphasis on the dimensions of compassion and humanism in medical education \[[@B12]-[@B14]\]. Humanism in psychology became popular in the 1950s when Rogers \[[@B15]\] began practicing client-centered therapy, which allows the relationship between therapist and client to develop so that the client can be guided within the framework of the therapeutic encounter. According to Branch \[\[[@B16]\], p. 1067\], humanism in medicine may be defined as \"the physicians\' attitudes and actions that demonstrate interest in and respect for the patient, and address the patient\'s concerns and values.\" As physicians interact with homeless patients, a heightened sense of these patients\' vulnerability may evoke greater empathy and humanism, two attitudes that can only have a positive impact on the quality of care that the physicians provide.

Although it would be helpful to have a better understanding of physicians\' current opinions about homeless patients, only two instruments have been designed and validated to measure attitudes toward homeless persons: the Attitudes Toward the Homeless Inventory (ATHI) \[[@B17]\], and the Attitudes Towards the Homeless Questionnaire (ATHQ) \[[@B18]\]. The ATHI surveys American college students\' attitudes toward homelessness but does not specifically address the attitudes of health-care providers. In addition, it was not designed to measure a health-care provider\'s desire or confidence in his or her ability to deliver health care to homeless persons. Nevertheless, Buchanan et al. \[[@B19]\] recently used the ATHI to measure the attitudes of 12 primary care residents before and after a 2-week rotation in homeless health care and found that they felt more comfortable affiliating with homeless people after the course. The ATHQ, which was designed and validated in the United Kingdom, does assess the attitudes of health-care providers toward the homeless, but differences in health systems terminology (e.g., NHS for National Health Service, and terms related to homelessness, such as sleep rough) would make its use in its original form problematic in the United States. For this reason, we decided to use the ATHI for comparison purposes because its language is more consistent with American English.

The purpose of our study was to develop and validate a new measure, the Health Professionals\' Attitude Toward the Homeless Inventory (HPATHI), an instrument that could be used to assess United States medical students\' and physicians\' attitudes toward homeless persons and to measure their level of interest and confidence in their ability to deliver health-care services to the homeless population. The objectives of this study were to: 1) describe the process of designing and validating the new instrument, and 2) discuss the usefulness of the instrument for assessing the impact of educational experiences working with the homeless on the attitudes, interest, and confidence of medical students and other health-care professionals.

Methods
=======

The development and validation of the HPATHI occurred in three phases. The first phase consisted of the identification of items for the inventory; the second phase involved a pilot test of the initial instrument with a group of medical students; and the final phase entailed modifying the instrument and administering it in its revised form to our target population -- health-care professionals, including primary care physicians, primary care residents, and third-year medical students.

Throughout this three-phase process, we sought to ascertain the reliability and validity of the HPATHI. Three types of validity were tested. Content validity was evaluated using the Delphi technique \[[@B20]\], which seeks consensus on instrument items among a panel of experts. Concurrent validity was computed by correlating the target population\'s responses to the HPATHI with their responses to the ATHI. Construct validity was established by using the extreme groups method \[[@B21]\], by conducting an exploratory factor analysis, and by conducting item analyses to assess the relationship of each individual item to the instrument\'s overall scale and hypothetical subscales.

Stages of development and validation of the HPATHI
--------------------------------------------------

In Phase 1, a group of physicians and nurse practitioners, all experts in homeless health care, was recruited through snowball sampling \[[@B22]\] to serve on a Delphi panel \[[@B20]\]. These individuals were identified as experts because they work with the homeless on a regular basis and are members of the National Health Care for the Homeless Clinicians\' Network. They received a list of statements about the homeless, homelessness, and homeless health care that was compiled by selecting and adapting appropriate items from the AHTI \[[@B17]\] and the ATHQ \[[@B18]\]. We, as the authors of this study, added additional items that were based on our experiences and our review of the literature. The experts were asked to classify the statements into one of three categories (\"essential,\" \"interesting but not essential,\" and \"irrelevant\") and to generate other items that they considered to be necessary to explore health-care professionals\' attitudes toward the homeless. The panel reached a consensus on the items to be used in the instrument through successive rankings of the items. The statements were then combined into an instrument with a five-point Likert scale (1 = strongly disagree; 2 = disagree; 3 = neither agree nor disagree; 4 = agree; and 5 = strongly agree) organized around three thematic areas: a) *attitudes*toward the homeless; b) *interest*in working with the homeless; and c) *confidence*in one\'s ability to work with the homeless.

During Phase 2, we administered the first draft of the HPATHI to a convenience sample of third-year medical students enrolled at Baylor College of Medicine (BCM) in Houston, Texas. These students were selected because they showed an interest in working with the homeless by registering for an elective course that allows students to provide health care to the homeless in a clinic setting \[[@B23]\]. Of the 100 students who attended class on the day that the instrument was administered, 72 completed it and were asked to provide contact information for the retest. Student responses to the instrument were analyzed using Cronbach\'s alpha coefficient to establish its internal consistency. Two weeks later, 34 of the 63 students who provided e-mail addresses completed the instrument a second time, thereby providing the data to determine the HPATHI\'s test-retest reliability. We then conducted an item analysis of redundant items or those with poor item-to-scale correlations.

In Phase 3, we prepared Web-based versions of the HPATHI and of the ATHI and sent the Internet link to our target population with a standard invitation to complete both instruments. Primary care physicians who serve as faculty in the BCM Department of Family and Community Medicine, family practice residents in the BCM Department of Family and Community Medicine, general internal medicine residents in the BCM Department of Family and Community Medicine, and students from the BCM Medical School served as a convenience sample of individuals completing the instrument over a six-month period. Subsequent data analysis consisted of:

1\. Conducting an exploratory factor analysis using a Promax rotation to examine the structure of the HPATHI.

2\. Estimating the internal consistency reliability of the online version of the HPATHI using Cronbach\'s alpha coefficient;

3\. Determining the concurrent validity of the HPATHI against the ATHI;

4\. Comparing extreme groups on their responses to the HPATHI. The extreme groups were determined according to their level of training (preclinical medical students vs. physicians) and according to their experience in working with the homeless (\<1 month vs. \>1 year).

This study was approved by the BCM Institutional Review Board for educational research with human subjects. Data analysis was conducted using SPSS Version 12.0 statistical software for Phases 1 and 2 and SAS^®^(V8.2 and V9.1) for Phase 3.

Results
=======

Phase 1: instrument development
-------------------------------

Of the 23 panel members who received the first list of 24 statements, 16 (70%) reviewed them, rank ordered them, and generated an additional 26 statements. We rearranged the combined list of 50 statements according to the proposed ranking (\"essential,\" \"interesting but not essential,\" and \"irrelevant\") and returned them to the 16 panel members for a second ranking. Based on their responses, six statements were eliminated and the remaining 44 were returned to the 16 panel members for a third ranking. Nine panel members returned responses after this iteration, and we eliminated nine additional items according to their recommendations. The remaining 35 items then constituted the first draft of the instrument we named the Healthcare Professionals\' Attitude Toward the Homeless Inventory (HPATHI). Although seven panel members did not participate in the third iteration, their rankings in the second iteration corresponded to the final list of items.

Phase 2: pilot administration of the 35-item HPATHI
---------------------------------------------------

The sample population of third-year medical students completed a pilot administration of the 35-item HPATHI; the subset of students who responded two weeks later underwent a second administration of the same instrument. Table [1](#T1){ref-type="table"} displays the means and standard deviations of student responses to both administrations of the HPATHI. Items 2, 5, 6, 11, 15, 16, 20, and 23 were reverse-coded for the analysis so that a higher total mean on the instrument would indicate a positive attitude toward the homeless.

###### 

Means and standard deviations for HPATHI\* test and retest

  ***Statement***                                                                                                    ***Test n = 76***   ***Retest n = 34***          
  ------------------------------------------------------------------------------------------------------------------ ------------------- --------------------- ------ ------
  1\. Homeless people are victims of circumstance.                                                                   3.26                .839                  3.24   .819
  2\. Most homeless people are mentally ill.                                                                         2.90                .875                  3.24   .955
  3\. Homeless people have the right to basic health care.                                                           4.60                .620                  4.68   .475
  4\. Homelessness is a major problem in our society.                                                                4.36                .698                  4.50   .707
  5\. Homeless people choose to be homeless.                                                                         3.71                .777                  3.91   .712
  6\. Homeless people are lazy.                                                                                      3.82                .738                  3.94   .694
  7\. Health care dollars should be directed toward serving the poor and homeless.                                   3.83                .888                  4.03   .717
  8\. Doctors should address the physical and social problems of the homeless.                                       4.17                .839                  4.47   .563
  9\. Doctors have a duty to care for the homeless.                                                                  3.94                .977                  4.18   .834
  10\. Caring for the homeless is pointless since they do not follow-up.                                             4.14                .612                  4.24   .654
  11\. Providing medical care for the homeless is futile.                                                            4.04                .740                  4.21   .592
  12\. I am comfortable being a primary care provider for a homeless person with a major mental illness.             3.03                1.14                  3.44   1.05
  13\. I feel comfortable being part of a team when providing care to the homeless.                                  4.32                .535                  4.15   .643
  14\. I feel comfortable providing care to different minority and cultural groups.                                  4.42                .710                  4.18   .673
  15\. I feel overwhelmed by the complexity of the problems that homeless people have.                               2.97                .839                  3.09   .996
  16\. I understand that my patients\' priorities may be more important than following my medical recommendations.   3.97                .769                  4.24   .741
  17\. I entered medicine because I want to help those in need.                                                      4.42                .687                  4.62   .551
  18\. I am interested in working with the underserved.                                                              3.96                .941                  3.88   .946
  19\. I enjoy addressing psychosocial issues with patients.                                                         3.69                .973                  3.74   1.08
  20\. I resent the amount of time it takes to see homeless patients.                                                3.79                .604                  3.94   .547
  21\. I enjoy learning about the lives of my homeless patients.                                                     3.58                .921                  3.82   .834
  22\. I believe social justice is an important part of health care.                                                 3.75                1.06                  3.74   1.14
  23\. I believe caring for the homeless is not financially viable for my career.                                    3.24                .831                  3.26   .864
  24\. I am too pressed for time to investigate psychosocial issues routinely.                                       3.37                .941                  3.56   .894
  25\. I feel overwhelmed by the number of problems that homeless people have.                                       2.79                .844                  2.88   .844
  26\. My knowledge regarding the problem of homelessness is adequate.                                               2.58                .931                  2.65   .884
  27\. I can provide care for the homeless effectively.                                                              2.97                .878                  3.00   .921
  28\. Homeless people come from all walks of life.                                                                  4.42                .622                  4.65   .485
  29\. Most homeless people tend to be drug addicts or alcoholics.                                                   3.10                .735                  3.38   .697
  30\. I think mentally ill homeless people refuse to get treatment.                                                 3.67                .692                  3.82   .797
  31\. Homeless people are dangerous, aggressive, and physically threatening.                                        3.97                .556                  3.97   .627
  32\. There are only a few children among the homeless population.                                                  4.31                .493                  4.32   .684
  33\. All people have a right to basic health care.                                                                 4.50                .805                  4.59   .657
  34\. I feel it is important to provide care to all socio-economic groups.                                          4.54                .670                  4.62   .604
  35\. Most poor people have adequate access to health care through the public system.                               2.15                1.02                  2.03   .937
  ***Totals***                                                                                                       114                 6.93                  116    7.75

\* Statements 24--35 were excluded from HPATHI after analysis.

Cronbach\'s alpha coefficient for the first administration was 0.87; the test-retest reliability coefficient (Pearson r) was 0.69. Through an item analysis we discarded 12 items that were either highly correlated with other items, and were thus considered repetitious, or that had item-scale correlations less than 0.20.

Phase 3: administration of the HPATHI to the target population
--------------------------------------------------------------

One hundred and sixty health-care professionals (24 primary care physicians, 15 primary care residents, 47 clinical medical students, 71 preclinical medical students, and 3 medical students who did not specify their education level) from one academic institution completed the HPATHI; 147 of them also completed the ATHI. Table [2](#T2){ref-type="table"} displays the means and standard deviations for both instruments by gender, by level of training (primary care physician; primary care resident; clinical medical student; preclinical medical student), and by experience with the homeless (no experience; \<1 month, \>1 month but \<1 year, and \>1 year).

###### 

Comparison of the HPATHI and ATHI by gender, level of training, and experience

                                  HPATHI   ATHI                       
  ------------------------------- -------- ------ ------ ----- ------ ------
                                  N        Mean   SD     N     Mean   SD
                                                                      
  **[Total]{.ul}**                160      3.90   0.34   147   3.36   0.28
                                                                      
  **[Gender]{.ul}**                                                   
   Female                         103      3.95   0.30   96    3.38   0.26
   Male                           57       3.81   0.38   51    3.32   0.30
                                                                      
  **[Level of Training†]{.ul}**                                       
   MS1                            55       3.89   0.32   54    3.34   0.26
   MS2                            16       4.10   0.23   16    3.47   0.21
   MS3                            28       3.91   0.41   26    3.38   0.36
   MS4                            19       3.84   0.30   18    3.33   0.25
   Resident                       15       3.73   0.22   13    3.30   0.25
   Faculty                        24       3.93   0.36   18    3.38   0.30
                                                                      
  **[Experience]{.ul}**                                               
   None                           31       3.72   0.33   28    3.21   0.23
   \<1 month                      64       3.91   0.30   62    3.37   0.27
   \>1 month & \<1 year           30       3.88   0.32   25    3.37   0.22
   1 -- 3 years                   17       4.10   0.28   16    3.49   0.31
   \>3 years                      18       4.05   0.38   16    3.46   0.33

^†^On the HPATHI, 3 respondents failed to indicate a level of training and on the ATHI, 2 respondents failed to indicate a level of training.

The exploratory factor analysis (principal components), using a Promax rotation to account for the relationship among the factors, yielded a three-factor structure that explained 39% of the variance of the data. Factor 1 consisted of items 12, 13, 14, 17, 18, 19, 20, 21, 22, and 23 and was labeled Personal Advocacy; factor 2 consisted of items 1, 3, 4, 7, 8, 9, and 15 and was labeled Social Advocacy; and factor 3 consisted of items 5, 6, 10, and 11 and was labeled Cynicism. Table [3](#T3){ref-type="table"} presents the items with their loadings in each factor.

###### 

Factor loadings for the 23-item HPATHI

                                                                                                                     **Factor 1**   **Factor 2**   **Factor 3**
  ------------------------------------------------------------------------------------------------------------------ -------------- -------------- --------------
  1\. Homeless people are victims of circumstance.                                                                   -0.095         0.518          0.064
  3\. Homeless people have the right to basic health care.                                                           -0.096         0.644          0.154
  4\. Homelessness is a major problem in our society.                                                                -0.124         0.677          0.140
  5\. Homeless people choose to be homeless.                                                                         0.008          0.233          0.469
  6\. Homeless people are lazy.                                                                                      -0.026         0.330          0.559
  7\. Health-care dollars should be directed toward serving the poor and homeless.                                   0.180          0.575          0.079
  8\. I am comfortable being a primary care provider for a homeless person with a major mental illness.              0.329          0.466          -0.071
  9\. I feel comfortable being part of a team when providing care to the homeless.                                   -0.015         0.514          0.188
  10\. I feel comfortable providing care to different minority and cultural groups.                                  -0.007         0.152          0.725
  11\. I feel overwhelmed by the complexity of the problems that homeless people have.                               0.028          0.056          0.748
  12\. I understand that my patients\' priorities may be more important than following my medical recommendations.   0.469          -0.206         0.202
  13\. Doctors should address the physical and social problems of the homeless.                                      0.438          -0.046         0.395
  17\. I entered medicine because I want to help those in need.                                                      0.485          0.003          0.088
  18\. I am interested in working with the underserved.                                                              0.516          0.168          0.085
  19\. I enjoy addressing psychosocial issues with patients.                                                         0.697          0.106          -0.224
  20\. I resent the amount of time it takes to see homeless patients.                                                0.613          -0.214         0.097
  21\. I enjoy learning about the lives of my homeless patients.                                                     0.788          -0.039         -0.188
  22\. I believe social justice is an important part of health care.                                                 0.509          0.404          -0.154
  23\. I believe caring for the homeless is not financially viable for my career.                                    0.504          -0.096         0.042

The HPATHI was further shortened to 19 items by the deletion of four more items, which either were not represented in the three-factor structure (items 2, 14, and 16) or had an adverse effect on the subscale\'s reliability (item 15). The three subscales were also significantly related to each other: factor 1 had Pearson\'s r correlations of 0.47 (n = 160; p \< 0.001) with factor 2 and 0.43 (n = 160; p \< 0.001) with factor 3; and factor 2 had a Pearson\'s r correlation of 0.48 (n = 160; p \< 0.001) with factor 3. Table [4](#T4){ref-type="table"} displays the descriptive statistics and measurement properties for the 19-item HPATHI total and subscales. These three factors, if taken as subscales for the HPATHI, showed satisfactory Cronbach\'s alpha coefficients: 0.75, 0.72, 0.72, and 0.84 respectively for factor 1 (mean = 3.86; sd = 0.47), factor 2 (mean = 4.06; sd = 0.46), factor 3 (mean = 4.06; sd = 0.50), and total scale (mean = 3.96; sd = 0.38).

###### 

Measurement properties for reduced HPATHI scale and subscales

  Descriptive Statistics   Subscale Statistics   Full-scale Statistics                                                                                               
  ------------------------ --------------------- ----------------------- ---------- ------------------------ ------------------------------ ------------------------ ------------------------------
  Item                     Mean                  SD                      Scale^¶^   Item-Total Correlation   Cronbach\'s Alpha if Deleted   Item-Total Correlation   Cronbach\'s Alpha if Deleted
                                                                                                                                                                     
  1                        2.55                  0.76                    SA         0.28                     0.73                           0.27                     0.84
  3                        1.45                  0.61                    SA         0.52                     0.66                           0.40                     0.83
  4                        1.68                  0.71                    SA         0.48                     0.67                           0.39                     0.83
  5                        2.20                  0.80                    C          0.42                     0.73                           0.40                     0.83
  6                        2.14                  0.65                    C          0.53                     0.65                           0.50                     0.83
  7                        2.15                  0.79                    SA         0.48                     0.67                           0.55                     0.82
  8                        1.81                  0.67                    SA         0.49                     0.67                           0.50                     0.82
  9                        2.01                  0.72                    SA         0.47                     0.67                           0.39                     0.83
  10                       1.76                  0.60                    C          0.59                     0.62                           0.47                     0.83
  11                       1.68                  0.64                    C          0.54                     0.65                           0.44                     0.83
  12                       2.82                  0.96                    PA         0.31                     0.75                           0.31                     0.84
  13                       1.79                  0.58                    PA         0.43                     0.73                           0.47                     0.83
  17                       1.63                  0.58                    PA         0.38                     0.73                           0.37                     0.83
  18                       1.84                  0.78                    PA         0.51                     0.71                           0.52                     0.82
  19                       2.23                  0.97                    PA         0.51                     0.71                           0.47                     0.83
  20                       2.09                  0.74                    PA         0.40                     0.73                           0.36                     0.83
  21                       2.19                  0.78                    PA         0.55                     0.71                           0.46                     0.83
  22                       2.00                  0.85                    PA         0.49                     0.71                           0.54                     0.82
  23                       2.66                  0.94                    PA         0.34                     0.74                           0.31                     0.84

^¶^PA = Personal Advocacy; SA = Social Advocacy; C = Cynicism

The Pearson\'s correlation coefficient between the HPATHI and the ATHI was 0.68 for the HPATHI\'s total scale (concurrent validity) (Table [4](#T4){ref-type="table"}). For the extreme group comparisons, no significant difference was found between preclinical medical students and primary care physicians in their responses to the HPATHI (F = 1.05; df = 3, 156; p = 0.371). On the other hand, respondents who had more than one year of experience with the homeless scored significantly higher than those who had less than one month of experience (F = 6.19; df = 2, 157; p = 0.003) (Table [5](#T5){ref-type="table"}). When the individual hypothetical subscales were considered, all items were either moderately or strongly correlated with their respective subscales (range of Pearson\'s correlation coefficients, 0.38 to 0.68). However, when the entire instrument was considered, the item analysis showed that items 1, 2, 15, and 16 had low item-scale correlations (Pearson\'s r \< 0.24).

###### 

Extreme group comparisons by level of training and experience with the homeless

                                             **N**   **Mean**   **SD**
  ------------------------------------------ ------- ---------- --------
  **[Level of Training]{.ul}**                                  
   MS1 & MS2                                 71      3.94       0.31
   Residents & Faculty                       39      3.85       0.33
                                                                
  **[Experience with the Homeless‡]{.ul}**                      
   Less than 1 month                         95      3.85       0.32
   More than 1 year                          35      4.01       0.33

^‡^Differences between the means of the two groups by experience were statistically significant (p \< 0.01)

Discussion
==========

Using the Delphi method to select the survey items helped ensure the HPATHI\'s content validity. Not only were the items selected and validated by homeless health-care experts, but the items chosen for inclusion in the HPATHI were based on findings from current literature on the issue. In addition, by correlating the HPATHI with the ATHI, we were able to demonstrate satisfactory concurrent validity. Construct validity for the HPATHI (i.e., attitudes toward the homeless) was determined by the extreme group comparisons, the item analyses, and the factor analysis.

Results of the extreme group comparisons showed that experience with the homeless, rather than medical training, is a significant factor that correlates with health-care professionals\' attitudes towards the homeless and their interest in working with the homeless population. Moreover, individuals who had more extensive experience with the homeless showed more positive attitudes toward and interest in homeless patients. Therefore, increasing the opportunities to provide direct patient care to the homeless might improve the attitudes of health-care professionals toward this group.

The factor analysis suggested that we do have potential subscales in the instrument that may offer meaningful information regarding the general attitudes of health-care professionals who work with the homeless. The three subscales appear to represent: *personal advocacy*, which contains the items that reflect a personal commitment to work with the homeless; *social advocacy*, which consists of the items that reflect society\'s responsibility to care for the homeless population; and *cynicism*, which encompasses the items that reflect a negative attitude and a sense of futility in working with the homeless.

A limitation of this study is that only 160 health-care professionals participated in the online administration of the HPATHI. This small sample size limits the effectiveness of the factor analysis. Moreover, our sample focused only on the medical profession as represented by medical students and primary care residents and physicians. The participation of a larger number of health-care professionals from other medical specialties would strengthen the study.

Conclusions
===========

The development of the HPATHI has many implications for and applications to future research on homeless health care, although its most valuable use may be to assess the attitudes toward homeless persons of medical students, residents, and practicing physicians. Throughout its various iterations, the instrument demonstrated strong internal consistency reliability for the total scale and satisfactory test-retest reliability. The scales identified by the factor analysis also showed satisfactory internal consistency reliability. The information collected from the expert panel and the literature search on attitudes toward the homeless and their health-care status proved to be an excellent framework for determining which statements to retain for the final instrument. The inter-item correlations and the correlations among the subscales indicate that the items are measuring similar underlying constructs within an overall theme -- the attitudes of health-care professionals toward the homeless.

Despite the limited sampling, the research process has demonstrated that the HPATHI is a reliable and valid instrument that has the ability to assess the attitudes of health-care professionals toward the homeless population. We believe that the instrument may also be used in the future within the academic framework of medical schools to determine if attitudinal changes are affected by training experiences occurring with the homeless. To determine whether this is the case, we intend to administer the HPATHI as a pre/post-test survey to students who enroll in the homeless health-care track. Moreover, over the next year, we plan to keep on assessing the attitudes of health-care professionals toward the homeless by having new groups respond simultaneously to the ATHI and the HPATHI, as was done in Phase 3 of the original study. Additionally, we intend to include participants from other medical schools in the United States and to expand our sample to other health-care professionals who traditionally work with the homeless, to further test the instrument\'s overall validity.
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